T he discovery-to-delivery gap in medical and public health services is receiving growing attention, and many observations have been made about the importance of closing the gap as well as about the challenges faced in promoting acceptance and implementation of evidence-based approaches into routine clinical practice. 1, 2 Concurrently, the importance of primary care clinician intervention and patient-centered counseling has been researched and promulgated as an important factor in patient adoption of healthy lifestyle and adherence to cancer prevention and control recommendations. 3, 4 In this issue of the journal, Graham and colleagues 5 provide a synthesis of opinion from multidisciplinary Canadian and US professionals concerning actions to close the discovery-to-delivery gap. The study's focus group prompts, "one thing that we are doing or could do in our setting that would more effectively integrate research with practice is . . . ," set the stage for comprehensive discussion of issues from each respondent's organizational setting. The articulation of a framework for researchpractice integration reinforces the importance of microsystem 6-8 redesign as well as ecological approaches 9 to help narrow the science application gap. The analyses provide an important and interesting synthesis and highlight the important difference between primary care experts' perceived importance and perceived feasibility.
Translation into practice in the United States is challenged by the diversity of primary care practice settings, the realities of primary care practice in general, the extraordinary breadth of types of potential cancer prevention and control interventions, and the clear need for an ecological approach with shared responsibilities from numerous sectors.
First, the importance and feasibility of strategies to improve performance will vary among primary practice type and structure. For example, in the United States in 2003-2004, 36% of offi ce-based physicians were in solo practice, 32% in groups of 2 to 4, and 32% in groups of 5 or more. 10 Additional sites of primary care include community health centers and hospital outpatient departments. Coverage for patients in any one practice panel is also variable, including private insurance, capitated plans, Medicaid, Medicare, and self-pay. There is wide variability in the use of electronic medical records and information technology, a highly important tool for improved quality of prevention services, 7, 11, 12 and a wide variety in the number and training of support staff. The deliberation of priority and feasible strategies will refl ect the structure and processes of individual settings. Second, all primary care clinicians face the complex challenges of coordinating acute and preventive services with patients. Patients frequently present with extensive comorbidity. 13 Care seeking can be fragmented 14 and diffi cult due to limited language ability and/ or health literacy. 15 Patients present with not only comorbid conditions but multiple risk factors. 16 Time pressures are constantly cited as a barrier to the provision of care and a source of patient dissatisfaction. 17 All these pressures are exacerbated by the physician payment system in the United States, which pays more for procedures than counseling and education.
Third, the types of potential cancer prevention and control interventions are broad, with varying characteristics. Graham and colleagues 5 focus on lifestyle risk factors interventions, but the operational definition of what interventions constitute "cancer prevention and control" lacks consensus. Does it include primary prevention (eg, diet, nutrition, physical activity, stress management, tobacco and smoke avoidance), chemoprevention, and early detection? The Institute of Medicine (IOM) report, Ensuring Quality Cancer Care, provided some impetus to consider primary prevention services but essentially viewed care as the continuum of 5 phases, beginning with detection. 18 Over recent years, there has been added recognition of the role of the health care system to include primary prevention, not only as part of the cancer care continuum 9 but as a topic for attention within visits for symptomatic and other acute care. 16 The recent report for fiscal year 2008, The Nation's Investment in Cancer Research, extends lifestyle consideration to tertiary prevention as part of an emerging emphasis on survivorship. For example, the report advocates attention to physical activity and lowering dietary fat to improve quality of life and to reduce breast cancer recurrence. 19 The President's Cancer Panel report, Promoting Healthy Lifestyles: Policy, Program, and Personal Recommendations for Reducing Cancer Risk, puts the issues of lifestyle and cancer risk front and center. 20 The emphasis in cancer research has been on basic and applied research related to causation and treatment, and cancer prevention and control research has emphasized early detection. 19 Behavioral and policy-oriented research on primary prevention (obesity, diet, nutrition, and physical activity) in the context of primary care is more limited. Impressive progress has been made in creating an evidence base for the prevention and treatment of tobacco exposure in primary care settings but wide dissemination, implementation, and maintenance efforts are still challenging. 21 In addition, translating effective methods to other behaviors is encouraging but slow. 22 Rogers 23 considered important attributes of the diffusion process, including phases of adoption, implementation, and maintenance. These important attributes require consideration of the innovation, the implementer, and the context of practice. Considerations of these attributes should give pause to understanding the complexity of translation efforts. The nature of the innovation presents variable challenges. Compare, for example, the difference of creating a practice-based system for routine education about, and referral for, mammography screening versus patient-centered care for an obese person with multiple risk factors. Microsystem changes could set up systems for more systematic identification of patients in need of screening, standardized referral and communication with radiologists, and/or management information to track screening and follow-up status. The pressures of limited time and reimbursement for counseling, education, and reinforcement for obese patients, however, can be more difficult, 17, 24 even with innovations in staffing, monitoring, and referrals.
Clearly, the primary care clinicians, practices, and systems can contribute to cancer prevention via the promotion of healthy lifestyles, and such interventions need continued consideration. But they cannot do it alone. Ellis and colleagues 25 note there is currently no strong evidence to recommend any one strategy to promote uptake. Efforts must focus not only on the medical care structure but also on other sectors, including media, worksites, and community organizations. Simultaneous emphasis must be put on legislative, policy, and environmental change, 20 and testing of bold initiatives in reimbursement of innovations in delivering preventive services must be heightened. 15, 24, 26, 27 The US Canadian Alliance 5 recognizes the critical process of stakeholder collaboration at multiple levels.
One strategic research objective for the National Cancer Institute includes efforts to accelerate progress in cancer prevention. 28 Strategies to meet this objective include developing and testing behavioral approaches focusing on tobacco prevention and cessation, diet, exercise, weight management, sun safety, and the avoidance of alcohol. Multidisciplinary studies are called for that account for social, environmental, policy, cultural, and biological and genetic determinants. Such efforts are needed to help build the evidence base, but this will require acceptance and promotion of research designs that promote external generalizability. 29 Importantly, the study of the impact of environment and policy on risk is also called for. All this will help build an evidence base, which will then challenge public health and medical practitioners to adopt and implement changes. Narrowing the chasm requires deliberate small steps at multiple levels by multiple stakeholders. AJLM
